
 
 
 
 
 
 
 

 
Appendix 2 Hospital Comment Letters 

 
 
SUMMARY  
 
Each of the hospitals included in this report was provided with a preliminary copy of the report 
and encouraged, but not required, to formally submit comments to OSHPD. The 29 letters21 
received are reproduced in this appendix. 
 
Hospitals’ comments acknowledged many limitations of the present report and also reiterated its 
strengths and potential usefulness. Eleven of the 32 hospitals rated “significantly worse than 
average” are represented by letters, and two of the 27 hospitals rated “significantly better than 
average” submitted a letter. Six hospitals indicated that they are using this report to develop 
improved methods of care, including clinical practice guidelines and protocols for treating 
community-acquired pneumonia. 
 
Most of the concerns raised by the letters have been summarized below in six areas. 
 
1. CODING ACCURACY 
 
Hospital Comments: Ten letters expressed concern that, after hospitals linked data from this 
report with their own medical records, coding inaccuracies were discovered. Such inaccuracies 
included representing source of admission as “home” when in fact it was either “long-term care” 
or “residential care,” under-reporting “DNR (do not resuscitate) order present within 24 hours of 
admission,” and failing to code all of the diagnosis fields used to measure the clinical risk 
factors.   
 
Response: Incorrectly coded admissions from “long-term” or “residential” care as admissions 
from “home” resulted in inappropriately including some institutional pneumonia patients in the 
report as community-acquired pneumonia patients. Three of the hospitals affected by this type 
of reporting error indicated that their risk-adjusted mortality rates markedly improved (i.e. 
decreased) after the error was corrected. Improved reporting by the hospital of the DNR and the 
diagnosis fields would also likely improve the risk-adjusted outcomes of affected hospitals. 
 
OSHPD staff continues to work closely with hospitals, both directly and through the California 
Health Information Association,22 to improve the uniformity and validity of hospital discharge 
data. Many hospitals have improved their coding practices since the first report of the California 
Hospital Outcomes Program was published in 1993. By law, hospitals must report to OSHPD all 
diagnoses that "affect the treatment received and/or the length of stay."23  Specifically, 
reportable diagnoses include "conditions that affect patient care in terms of requiring: clinical 
evaluation... therapeutic treatment... diagnostic procedures... extended length of hospital stay...  
 

                                            
21 The letter from the Northern California Kaiser Foundation Hospitals represents all of its Northern 
California hospitals, and the letter from the Kaiser Foundation Hospitals/Health Plan in Southern 
California represents all of its Southern California hospitals. 
22    See: Steven Lubeck, “Improving Data for Measuring Hospital Outcomes,” CHIA Journal, California 
Health Information Association, 51, 2, (May, 2001): 6. 
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23.The California Hospital Discharge Data Reporting Manual, January 1985.  Title 22, California Code of 
Regulations, Division 7, Chapter 10, §97212(e)(11). 



 
increased nursing care and/or monitoring."24  According to these guidelines, conditions that 
require inpatient evaluation or treatment (e.g., laboratory tests, medications) should always be 
reported. Hypertension, shock, diabetes, and congestive heart failure are clear examples of 
such conditions.  
 
2. ADDITIONAL RISK FACTORS  
 
Hospital Comments: Nine letters claimed that the risk-adjustment models used in this report 
did not include important predictors of mortality: They pointed out that such predictors might 
have explained some of the observed variation in mortality across hospitals. Unmeasured risk 
factors mentioned in the letters included: key clinical prognostic factors that can influence 
mortality (e.g. vital signs, lab results, and X-ray findings at admission); lower socioeconomic 
status; lack of medical insurance; abuse of drugs, alcohol, or tobacco; mental impairment; 
dementia; illness severity; terminally ill patient status that results in declining further treatment; 
DNR orders that take place later than 24 hours after admission; and indicators of which patients 
are “immunocompromised.” 
 
Response: Every CHOP report assesses the need to redevelop its risk–adjustment model. 
The risk-adjustment model used in this report was developed and validated under the guidance 
of a clinical advisory panel, using patient discharge data reported during 1996. It may be in need 
of future updating to reflect advances in medical care, as well as demographic patterns that 
have changed. Thus, future reports will consider hospitals’ suggestions to add new risk factors, 
or might omit some of the risk factors that were used in the present report. 
 
The CAP validation study published in 1996 (presently available on OSHPD’s Web site) 
identified five clinical risk factors that are not available from discharge abstracts but that would 
significantly improve the risk-adjustment models used in this report. They are: heart rate, 
systolic blood pressure at presentation, temperature, sodium <130 mEq/l; and Multi-lobar 
pneumonia. Future regulatory changes to the Patient Discharge Data Set might allow for the 
inclusion of these and other factors, resulting in the improved measurement of risks. 
 
Unmeasured risk factors bias the results in this report only if they are distributed unevenly 
across hospitals. In fact, the CAP validation study found no evidence that patients at high-
mortality hospitals possess significantly higher risk, based on physiologic factors, than patients 
at low mortality hospitals. 
 
3. OLD DATA  
 
Hospital Comments: Eight letters commented that the data used in this report are too old to be 
useful. Two of these letters pointed out that the report does not fairly reflect recent 
improvements in how their organizations treat CAP patients.  
 
Response: Recent data are clearly more useful than older data in comparing hospital 
outcomes. However, the timeliness of the present report was limited by two factors. First, most 
hospitals have too few cases in one year to provide reliable results. When a hospital has very 
few cases in a given period, the relatively higher likelihood of chance variations reduces 
confidence in its outcome statistics. By combining three years of data, hospital outcome 
statistics become more reliable and more useful. Year 2001 was the third year during which 
OSHPD collected information on the new DNR field, and thus it defined one boundary of the first 
three-year period that could be used as a basis for this report:  Work on this report could not 
begin until data for 2001 became available. 
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A second factor affecting the timeliness of this report was that it took 15 months for hospitals to 
submit data for 2001, and for OSHPD to edit and compile, patient discharge abstracts for year 
2001. Because of this, the patient discharge data required for this report was not available until 
March of 2003. It is not unusual for first-time reports to take more time to produce than 
established reports. Another 6 months was needed to estimate the coefficients in the risk-
adjustment models, to calculate outcome rates and to finalize the preliminary draft of this first 
report. This was followed by the 60-day period needed to solicit comments from hospitals, and 
then by additional time to prepare and disseminate the final version of the report. For this 
reason, patient discharge data submitted to OSHPD after December 31, 2001 could not be 
used.  
 
OSHPD has recently implemented data reporting and editing procedures to accelerate this 
entire process, which will provide a basis for faster publication. The next report cycle will benefit 
from the precedents (i.e. computer programs, production templates, improvements suggested in 
hospital letters, etc.) established by this first report. The next CAP report should be produced 
faster than the present report. 
 
4. METHODOLOGY 
 
Hospital Comments: Four letters expressed dissatisfaction with the underlying methodology of 
this report, including the following concerns: it was claimed that the validation study did not 
demonstrate an association between processes of care and 30-day mortality that would justify 
the categorization of hospitals as “better than,” “worse than” or “as expected.” Furthermore, the 
results of the report may mislead the public to conclude that mortality outcomes are due solely 
to interventions initiated by hospitals, when in fact patients’ health maintenance behaviors and 
compliance with treatment regimens are key to 30-day survival. Concern was also expressed 
that if the range of values (i.e. the confidence interval) for Hospital A overlapped the range for 
Hospital B, then it could not be concluded that either hospital had a better performance in terms 
of 30-day mortality. For example, many hospitals that were labeled “better than expected” 
exhibited a range of values that overlapped hospitals labeled “as expected.” Finally, it was 
pointed out that the mix of different types of patients receiving care at each of the different 
hospitals is not the same. Because of this, inter-hospital comparisons of risk-adjusted outcomes 
should not be viewed as participants in a controlled study where identical patients with identical 
conditions are admitted to the hospitals being compared. 
 
Response: In response to the claim that the validation study did not demonstrate an 
association between any of the processes of care in the “better than,” “worse than” or “as 
expected” hospitals, readers are again referred to the 1996 CAP validation study. It found a 
trend towards greater “use of sputum cultures” in “better than” hospitals compared with the other 
two mortality categories. Although this trend was not statistically significant, analysis indicated 
that odds of dying within 30 days of admission25 were about 40 percent lower for patients 
receiving a sputum culture than they were for patients who did not receive a sputum culture. 
Further, among patients who did not have DNR orders within 24 hours of admission, those 
admitted to “worse than” hospitals were significantly less likely to have received a sputum 
culture than patients admitted to “better than” hospitals (44.5% vs. 56.9%, p<. 05). However, the 
validation study pointed out that while the performance of a sputum culture may result directly in 
better care through a more tailored choice of antibiotics, this variable was most likely a proxy for 
“more conscientious care” (that was not directly measured). Pneumonia, like many medical 
conditions, does not have a clearly defined set of interventions that represent “best care” 
practices. The validation study did not find a significant association between “mechanical 
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25 Instead of measuring outcomes with inpatient mortality, OSHPD based its measure on mortality within 
30-days of admission. This is because in its earlier outcomes reports on AMI it was found that this 
removed any bias due to variation in average lengths of stay across hospitals. Accordingly, in this report a 
hospital’s early discharge of CAP patients cannot reduce its risk-adjusted mortality. 



ventilation,” “admission to an ICU,” or “time to the administration of antibiotics” and mortality. 
The possible impact of patients’ post-discharge health maintenance behaviors and compliance 
with treatment regimens were not measured by the validation study or by this report.  
 
In response to the concern that many hospitals labeled “better than expected” exhibited a range 
of values that overlapped hospitals labeled “as expected,” it should be noted that the 
categorization of a hospital as significantly “better than,” “worse than,” or “no different than” 
average was not based on the presence or absence of overlap between pairs of hospital’s 
confidence intervals, but on the difference between any hospital’s risk-adjusted 30-day mortality 
rate and the state’s overall mortality rate for CAP admissions. This tripartite categorization was 
based on a cutting point that separated statistically significant differences from non-significant 
differences. Two hospitals with similar risk-adjusted rates, but on different sides of the cutting 
point, were assigned to different categories even if their confidence intervals overlapped.  
 
Anyone concerned that this report might be confused with a controlled study is reminded that, at 
best, risk-adjusted comparisons represent a reasonable, albeit imperfect, use of multivariate 
statistics to create a level playing field where different hospitals can be meaningfully compared. 
As was discussed under issue #2 above, in spite of the best efforts to create such a level field, 
there will always be unmeasured risk factors that might account for variations in observed 
mortality across hospitals. Accordingly, this report should not be elevated to the “gold standard” 
status of a controlled study: Individual patients were not randomly assigned to hospitals, nor 
were identical cohorts of patients systematically matched to different hospitals.  
 
5. MEASUREMENT OF CAP  
 
Hospital Comments: Three letters claimed that this report did not accurately measure 
community-acquired pneumonia, and therefore misrepresented their organizations. (This issue 
is separate from hospitals’ miscoding of “source of admission,” discussed above).  
 
Two of the letters claimed that the report included patients who did not have community-
acquired pneumonia. One organization’s review of a sample of 143 medical records led it to 
conclude that one-third of its (approximately 11,000) community acquired pneumonia patients 
represented by the report did not have CAP at all. However, it did not specify what illness these 
patients did have. A second organization indicated that only 25% of the deaths recorded for its 
facility met criteria for a principal diagnosis of community-acquired pneumonia. It claimed that 
75 percent of its patients were admitted for cancers, pulmonary emboli, congestive heart failure, 
tuberculosis, AIDs, and a variety of other conditions. 
 
A third letter asserted that, in measuring pneumonia, the report relied on diagnosis codes from 
administrative data that were found to be inaccurate by the 1996 CAP validation study.  
 
Response: Hospital datasets from the two organizations claiming that this report included 
patients who did not have community-acquired pneumonia were re-examined to determine if 
any patients other than CAP admissions were mistakenly included. Results showed that all 
patients included from the two organizations had CAP as measured by the criteria specified in 
Table A.1 of the Technical Appendix. These criteria are consistent with prior work using 
administrative data to examine CAP. 
 
In response to the third letter’s assertion that the measurement of pneumonia using 
administrative data was inaccurate, note that the 1996 CAP validation study found that 9.5 
percent of its sample had “no CAP.” Of the 98 discharges without CAP, 59 had insufficient 
documentation of pneumonia of any type, 34 had pneumonia with insufficient documentation to 
determine whether it was present on admission, and 5 had pneumonia that clearly developed 
after admission. (Whether or not improved coding practices during 1999-2001 lowered these 
figures cannot be determined in the absence of further validation research.) The 9.5 percent 
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figure representing “no CAP” was considered an acceptable margin of error by OSHPD’s 
Technical Advisory Committee.  
 
At the same time, 90.5 percent of the 1996 validation sample was found to have definite or 
possible CAP at admission. Definite CAP was considered present if the patient had a diagnosis 
of CAP and there was a documented radiographic infiltrate that was not known to be old. These 
data had to be confirmed by at least one of the following: the documented presence of a new 
onset of cough or sputum production; fever; and a white blood cell count of >15,000 or greater 
than 15 percent band forms on differential. Possible CAP was considered present if the treating 
physician or radiologists noted pneumonia or the presence of a radiographic infiltrate that was 
not known to be old. A physician’s diagnosis of CAP with confirmatory signs (listed above) was 
considered possible CAP in the absence of a documented radiographic infiltrate. For the 
pneumonia to be considered present at admission, the clinical signs had to be documented 
within 24 hours of admission, and the confirming chest x-ray had to be taken within a 48-hour 
time period immediately before or after admission. 
 
6.  DEATHS MAY BE UNRELATED TO CAP OR TO HOSPITAL CARE 
 
Hospital Comments: One letter expressed concern that the report charged hospitals with all 
deaths that occurred within 30 days after admission regardless of the immediate cause or 
location.  Some of these deaths may not have been related to patients' CAP, or to the quality of 
care received during the index hospitalization.   
 
Response: Deaths unrelated to CAP cannot be excluded, for three reasons: (1) without detailed 
information about the date, severity, and treatment of each diagnosis, we cannot identify which 
diagnosis led to death; (2) the true cause of death can often be established only by autopsy, yet 
relatively few CAP fatalities are autopsied; and (3) even if CAP is not the primary underlying 
cause of death, it is probably a contributing cause in many cases. Previous studies have shown 
substantial error in the attribution of "cause of death" on death certificates, especially among 
patients with multiple contributing factors.   
 
HOSPITAL LETTERS 
 
The Law that created the California Hospital Outcomes program specified that hospitals and 
their medical staff be given 60 days to review a draft of this report, along with the patient data on 
which it is based.  Hospitals and their chiefs of staff were encouraged, but not required, to 
submit written comments.  These comments have been published as part of this report, so that 
readers can better appreciate this report's strengths and limitations.  Enclosed are all letters 
received in response to this report. 
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